Objective -To report about a group of physicians' understanding of the recommendations of the II Brazilian
In Brazil, according to death certificate data from the SUS (Unified Health System) (Internet site: http//www.saude.gov.br), acute myocardial infarction was responsible for 76.5 % (N = 73,636) of deaths second to ischemic heart disease. That represents roughly 15% of all cause mortality for all ages.
The role played by dyslipidemia in the genesis of coronary atherosclerosis is well established. More specifically, high levels of total cholesterol and LDL-cholesterol (LDL-C), reduction in HDL-cholesterol (HDL-C) and increase in triglyceride levels predispose to coronary disease 1 . Today, the role of hypolipemic therapy in the prevention of coronary artery disease morbidity and mortality is no longer discussed 2 . In 1996, when the results of the secondary prevention study 4S 3 and the primary prevention study WOS-COPS 4 became known, the findings of the II Brazilian Guidelines Conference on Dyslipidemias were published 5 . Goals for the primary and secondary prevention of coronary artery disease were established. The goals for secondary prevention were reinforced by the findings of the CARE trial 6 . Although the recommendations about the control of risk factors for coronary artery disease are a constant among international medical societies 7, 8 , studies show low adherence to those recommendations from patients and from physicians 9, 10 . The most classic example is the data from the EUROASPIRE 11 study, showing low rates of control of arterial hypertension, a still high proportion of smokers and obesity, besides showing the low use of statins by coronary artery disease patients 6 months after hospitalization. We believe that lack of adherence to those guidelines, which in their majority were validated by clinical evidence, harms patients.
In Brazil little is known about the behavior of physicians regarding coronary artery disease prevention. The purpose of this study was to report, through the use of a general questionnaire and questions based on clinical cases, about the knowledge of a group of Brazilian physicians, most of them cardiologists, regarding the recommendations of the II Brazilian Guidelines Conference on Dyslipidemias and the state of the art of primary and secondary prevention measures for coronary atherosclerosis.
Methods
This was a descriptive cohort study conducted during the LIV Congress of the Brazilian Society of Cardiology in the city of Recife in September 1999. Seven hundred and forty-six physicians, 20% of the congress' attendees, 98% cardiologists, were evaluated. Forty percent of the participants were from the north/northeast regions, 37% were from the southwest regions, 13% were from the south, and 10% were from the west central region.
Both the questionnaire and the clinical cases were prepared by members of the Departments of Atherosclerosis and Clinical Cardiology of the Brazilian Society of Cardiology, aided by professionals experienced in market research. The questions addressed mainly the importance given by physicians to dyslipidemia and whether they know the recommendations of the II Brazilian Guidelines Conference on Dyslipidemias. In summary those recommendations were: total cholesterol and LDL-C, respectively, <200mg/dL and <100mg/dL in secondary prevention and <240mg/dL and <130mg/dL in high-risk primary prevention (2 or more risk factors besides elevated cholesterol). In low-risk primary prevention (less than 2 risk factors besides elevated cholesterol) the recommendations were LDL-C <160mg/dL but >130mg/dL. In all cases triglyceride levels <200mg/dL and HDL-C >35mg/dL were recommended. A special recommendation was made for diabetics, because they show a very high risk of coronary events. Similar values were suggested for secondary prevention patients, but in this case triglycerides should be <150mg/dL. Assessment procedure -1) Specific questions -Each participant in the Congress was given, together with the material related to the Congress, a questionnaire to be filled individually containing 11 questions. The questions were to be answered anywhere, without hurrying, and upon completion placed in urns distributed around the convention center during the Congress.
See Appendix 1 for the full text of these questions. 1) Estimate the proportion of coronary artery disease patients seen by physicians in their offices.
2) Evaluate the proportion of patients diagnosed as having dyslipidemia.
3) Estimate the percentage of the lipid disturbances found in the patients' (4 options).
4) Behavior physicians recommended before a patient was diagnosed with dyslipidemia: diet only; drug therapy only; a diet-and-drug therapy, and no treatment at all. 5) Experience in managing hyperlipidemias. 6) Evaluate the knowledge of the recommendations proposed by the II Brazilian Guidelines Conference on Dyslipidemias in 6 clinical situations 7) Answers to statements regarding dyslipidemia treatment in which participants would agree or not.
8) The importance attributed by the physician to treatment interruption, using a predefined scale.
9) The time necessary for a new evaluation of plasma lipids after the treatment was started.
10) Average duration of the drug treatment for dyslipidemia.
11) Which drugs physicians believed to be able to change the natural history of coronary disease in coronary artery disease patients, with or without previous infarct.
2) Clinical cases -Four clinical cases were proposed to assess the knowledge of each physician regarding the recommendations of the II Brazilian Guidelines Conference on Dyslipidemias, as well as the current literature, in the following clinical situations: a patient with coronary artery disease, but with no hypercholesterolemia; a patient with secondary dyslipidemia; a patient with diabetes mellitus and hypertriglyceridemia; a patient in primary prevention at high risk for coronary artery disease. Physicians were asked to answer the questions by female monitors distributed through the Congress. Cases were presented on data sheets to be evaluated by the physicians on a separate sheet. The assessment of the results of the clinical cases will be the object of separate papers to be published, which will discuss the results in depth.
Results
In question 1, 39% of the physicians said that 10 -25% of their patients had coronary artery disease. In question 2, 47 % of the physicians said that 25-50% of the patients had lipid disorders. Among the reported lipid changes, the most frequent was mixed dyslipidemia 31%, followed by isolated hypercholesterolemia 30%; hypertriglyceridemia 21 %, and the isolated decrease of HDL-C 18%. In the treatment of dyslipidemia, 39% of the physicians said they would use diet only, 8% would use drugs only, 49% would use a combination of diet and drugs, and 4% would not treat the patients. Fifty-seven percent of the physicians answered that, on the average, their patients took from 2 to 4 months to reduce or normalize their cholesterol. The answers given to questions 6 and 7 are in tables I and II, respectively. When asked in question 8 about the importance that some factors might have regarding the discontinuation of drugs, the most valued items were: change of patient's habits (7.5), followed by patient awareness (7.3), and by concomitant pathologies (7.0). The type of drug used was considered as the least important factor (5.3). The intermediate position was occupied by cost (6.5), side effects (6.2), the treatment, and the amount of drug (5.5). In question 9, almost 95 % of participants answered that he or she would ask for a new lipid profile during the first 6 months following the start of the treatment. The answers given to question 10 about the duration of the dyslipidemia treatment are shown in 
Discussion
The study population had knowledge of the role and treatment of dyslipidemia in the prevention of atherosclerosis. The great majority of participants said they believed that the treatment of dyslipidemia prevents atherosclerosis, and statins were said by participants to be the main drugs that change the natural history of atherosclerosis, well above the anti-platelet drugs and beta-blockers. However, we have found distortions in the knowledge of the recommendations of the II Brazilian Guidelines Conference on Dyslipidemias and on the use of hypolipemic drugs.
The combination of pharmacological treatment and diet was the favorite option for the control of dyslipidemia. However, although they recognized the value of statins, almost 40% of participants would treat their patients with a diet only. In our opinion, this approach is valid in cases of low-risk primary prevention, but not in cases of secondary prevention. The base of any hypolipemic treatment is diet. However, evidence exists that the reduction of LDL-C with Phase I and Phase II diets in individuals who are out of metabolic units is about 6% 12 . In cases of secondary prevention, a diet would hardly reduce LDL-C to 25-30%, nor would the target of LDL-C <100mg/dL be reached. Values attained would depend on the dose or type of statin used 2, 13 . Total cholesterol levels <200mg/dL were recommended by most of the participants for the hypothetical patients in question 6, even for the 38-year-old female without any other risk factor besides high cholesterol. In general, when total cholesterol is <200mg/dL, LDL-C is about 100mg/dL, except in the case of patients with low HDL-C levels. The total cholesterol value may be a substitute for LDL-C, as long as the HDL-C is also measured. Data from Framingham 1 indicate that the total cholesterol/HDL-C ratio is a predictor of risk of coronary artery disease. Also, in the 4S study 3 the treatment target was to reduce total cholesterol to levels <200mg/dL. Our study's finding would be stimulating if the values found for LDL-C followed the values of total cholesterol. In patients with coronary artery disease and in those with diabetes mellitus, an undesirably high number of physicians considered levels of LDL-C <100mg/dL as appropriate. In the other cases of primary prevention, it seems that many physicians accepted the recommendations of the consensus conference. However, another common mistake among participants was that almost one third of the responders considered levels of HDL-C <35mg/dL as desirable, when for all situations those levels should be >35mg/dL 5 . The great majority of responders followed the guidelines conference recommendations regarding triglyceride levels.
Although a large number of participants agreed on the use of hypolipemic drugs to prevent CAD, between 35% and 60% of the participants said they would not maintain such drugs after reaching the levels recommended for prevention. In question 10, a great number of the participants chose not to answer about the duration of the treatment, and only about one third of all participants said they would keep the pharmacological therapy indefinitely. This fact is worrisome because the participants did not take into account the evidence that the difference in the clinical benefit from using statins will differ from that of using placebo only after 1 to 2 years of continuous treatment 2 . The average treatment duration in the large statin studies was 5.4 years. After statins are discontinued, lipids will probably return to their pretreatment values and, until proven otherwise, the pharmacological treatment must be continued indefinitely.
Another fact that worries us is that only 35% of the participants said they would increase the doses, and 18% said they would change the drug in order to reach the levels recommended by the consensus conference. This finding suggests a lack of knowledge of the pharmacology of statins and the prevention studies. In case the recommended value is not reached or, as an alternative, reductions between 25 and 35% in LDL-C occur, as happened in the clinical studies 2 , the dose must be increased 3, 14 or the drug may be changed to a more powerful one 15 . Each time we double the dose of statins, an average 6% reduction occurs in LDL-C 16 . None of the large studies on prevention used any dosage of statins that might be considered low. On the contrary, the 4S 3 study used 20-40 mg of simvastatin; the WOSCOPS 4 , CARE 6 and LIPID 17 studies used 40mg of pravastatin, and the AFCAPS/TEXCAPS 14 study used 20-40mg of lovastatin. Those were the minimum required doses to achieve a satis- factory reduction in total cholesterol and LDL-C. One should remember that in the studies performed in the '70s and '80s with fibrates 18, 19 resins 20 , and in the recent HERS 21 study with estrogens and progestogens, the small 10% decrease of in total cholesterol was not enough to reduce coronary mortality or coronary events, as was the case in the latter study . Statins are a safe group of drugs for which the incidence of serious side effects is very low, in the order of 0.08% to 1.5% for the increase of aminotransferases and CPK 22 . Higher doses may be used safely 15 . The change of habits and the awareness of patients, as well as concurrent pathologies, were considered more important than the cost and side effects of the drugs, for the discontinuation of the pharmacological treatment. For the participants, as well as in reports in the literature 23, 24 , life style changes are very important and may be the only provision required in cases of primary prevention. But in cases of secondary prevention, we would like to emphasize that statins add to other preventive measures and are not superseded by them 25 . It is possible that chronic concomitant diseases needing continuous treatment have a negative impact on the use of statins due to the high cost of the latter. Also, patients having to take a great number of medications would reduce adherence to the treatment.
Despite the fact that our study might contain biases such as the small sample size, if we take into account Brazil's expanse, that a predominance of physicians came from the congress region, and possible preconceptions of the participants, our results are not different from those of studies 11 study showed that about 44% of coronary artery disease patients that were evaluated had cholesterol levels above the recommended values. Recently, another large U.S. study that evaluated 140 cardiology and multispeciality clinics showed that only 25% of 58,890 patients with coronary disease had reached the target of LDL-C <100mg/dL proposed by the NCEP 27 . One of the explanations for these findings is that physicians were not in the habit of following the recommendations given by the societies, or maybe they did not know those recommendations 10 . Another explanation might be the excessive number of recommendations or consensus statements about various diseases, which make the job of the physician very hard to perform if he or she were to try to comply with all of them.
In conclusion, in the study population, both the recommendations given during the II Brazilian Guidelines Conference on Dyslipidemias and the information from the large studies on prevention are not being followed as they should be. Apparently, the participants had little understanding of the use of statins for prevention. These findings could be indicators of what is going on in our country as a whole. In order to correct the distortions found in our study, we propose that the findings of this study and the international studies that evaluated the knowledge of the control of dyslipidemias be divulged. Physicians must also be made aware of the continuing medical education courses organized jointly by the Departments of Atherosclerosis, Clinical Cardiology, and FUNCOR. Also a plan is underway to update the II Brazilian Guidelines Conference on Dyslipidemias with an emphasis on new information and the reinforcement of the recommendations for lipid values, treatment duration, and the assessment of the absolute risk of coronary disease as a threshold value in pharmacological treatment. The next step would be to give courses aimed at the population in general which, in our opinion, is mostly interested in preventing cardiovascular events.
